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Abstract
Background: Parent–Child Interaction Therapy (PCIT) is a parent training intervention for childhood conduct problems, distinctive in its use of live clinician coaching of the parent–child dyad via a one-way mirror and discrete earpiece. However, despite a compelling evidence base, uptake of evidence-based parent training programmes such as
PCIT by clinicians in routine care settings remains poor. This systematic review aimed to identify and synthesise implementation interventions that have sought to increase clinician adoption of PCIT in usual care settings.
Methods: We searched MEDLINE (Ovid), Embase (Ovid), PsycInfo (Ovid), CINAHL (EBSCO), Science Citation Index
and Social Sciences Citation Index, and Web of Science Core Collection from inception to October 2020. Articles
were included if they tested (by way of randomised controlled trials, controlled clinical trials, interrupted time series
and controlled before and after trials) implementation interventions across any and all of the patient, clinician, clinic,
system or policy domains. Two independent reviewers screened and selected studies, assessed risk of bias and
extracted data – summarising implementation intervention components according to items from the Template for
Intervention Description and Replication (TIDieR) checklist (Hoffmann et al., 2014).
Results: Of the 769 articles identiﬁed once duplicates were removed, 13 papers relating to three studies met the
inclusion criteria – all were quantitative or mixed-methods examinations of the effectiveness of different PCIT clinician
training or training-related consultation methods. A narrative description of interventions was provided, as quantitative
synthesis was not possible.
Conclusions: Research attention has to date been focussed on the establishment of an evidence-base for PCIT’s
effectiveness, with relatively little attention to the dissemination, implementation and sustainment of this treatment.
Those studies that do exist have focused on training methods and training-related expert consultation. Research attention could usefully turn to both adoption and sustainment of this effective treatment in usual care settings.
Plain language summary: In this review, we aimed to summarise what is already known about how to implement
PCIT in community settings after clinicians have received training in the approach. While research relating to the implementation of other parent training programmes is interesting and informative, implementation efforts are most effective when tailored to a speciﬁc programme in a speciﬁc context. As such, it was important to review published studies
relating to PCIT speciﬁcally. We identiﬁed three relevant studies, one of which is yet to publish its main implementation
ﬁndings. The three studies have focused on how best to train clinicians in PCIT, including how best to provide posttraining support from expert trainers. We concluded that a fruitful line for future research would be to focus on the
post-training period, particularly how best to support clinicians to adopt and sustain PCIT in their practice.
Systematic review registration: The study was prospectively registered with the International Prospective Register
of Systematic Reviews (PROSPERO) on 01/10/2020 (CRD42020207118).
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Background
A degree of deﬁance, non-compliance and aggression is
common in young children, particularly at certain stages
of development. However, for some children, these problems persist and begin to detrimentally impact child and
family wellbeing. Such conduct problems represent one
of the most common reasons for children to be referred
to mental health services (Coghill, 2013). The social and
economic consequences of untreated childhood conduct
problems are signiﬁcant, and it has been suggested that
‘… there is no other commonly occurring childhood condition that has such far-reaching and pervasive consequences
for later health, development and social adjustment’
(Fergusson et al., 2011, p. 60). Longitudinal studies indicate that left untreated, children with conduct problems
may develop into adults who require intensive support
from services across criminal justice, social welfare and
health domains (Rivenbark et al., 2017). As such, ensuring
the effectiveness of community-based treatment is essential (Coghill, 2013; Furlong et al., 2013).
Parent training interventions based on social learning
theory and operant learning principles (also known as
parent management training or behavioural parent training;
hereafter referred to as ‘parent training’) are well established as an effective treatment for childhood conduct problems, being amongst the most comprehensively reviewed
treatments for childhood psychiatric conditions worldwide
(Leijten et al., 2019). These interventions typically include
both a parent–child relationship enhancement component
and behaviour management skills training for parents
(Leijten et al., 2018). They have been shown to be effective
in reducing child conduct problems (Furlong et al., 2013;
Ward et al., 2020). Through improving parental mental
health and psychosocial wellbeing, parent training interventions inﬂuence the nature and quality of the parent–
child relationship, in turn contributing to enhanced child
wellbeing (Barlow et al., 2014; Furlong et al., 2013).
Parent training programmes may also reduce the incidence
of child physical abuse by providing alternative, noncontact methods of discipline, reducing harsh or negative
parenting practices and increasing positive parenting
skills (Furlong et al., 2013; Knerr et al., 2013).
Parent–Child Interaction Therapy (PCIT; Eyberg and
Funderburk (2011)) is a well-established example of a
parent training intervention (Lieneman et al., 2019;
Thomas et al., 2017; Ward et al., 2016). PCIT is somewhat
distinctive from many parent training approaches in its use
of live coaching of parents with their child by trained therapists, typically by way of a one-way mirror and coaching

headset. Originally developed by Sheila Eyberg in the
USA in the 1980s, PCIT has been disseminated internationally to countries including Germany, Hong Kong,
Australia, New Zealand, the Netherlands and Japan.
Accreditation in PCIT requires Master’s level licensed
clinicians to attend a ﬁve-day intensive training, followed
by fortnightly supervision until the successful completion
of two PCIT cases (PCIT International; www.pcit.org).
However, PCIT faces a similar challenge to other
evidence-based parent training interventions, in that,
despite demonstrated effectiveness, and considerable international dissemination efforts, uptake in usual care settings
remains poor (Forgatch et al., 2013; Lyon et al., 2020;
Michelson et al., 2013; Williams & Beidas, 2019;
Woodﬁeld et al., 2020). Instead, children and families
may be offered clinician-preferred interventions, and/or
lower-intensity delivery of evidence-based protocols,
both of which are less likely to represent an efﬁcacious
treatment (Williams & Beidas, 2019). To address this,
research into how to integrate parent training effectively
and sustainably into clinical care settings is critical, particularly given suggestions that implementation research
within mental health services has lagged behind other disciplines (Powell et al., 2014).
Implementation difﬁculties may occur at a patient, clinician, clinic, system or policy level or indeed, often across
multiple levels (Bauer et al., 2015). Yet despite this complexity, human behaviour remains at the core of successful
implementation (Presseau et al., 2019). A key requirement
of successful implementation is ‘for someone (usually
more than one person or group), somewhere (from organisational leadership through to those providing direct
patient care) doing something (usually more than one
thing) differently … taking up new evidence requires
healthcare providers and other health system stakeholders
to change their behaviour’ (Presseau et al., 2019, p. 2,
emphasis original).
Implementation strategies are single-component or,
more typically, multifaceted co-ordinated attempts to
address identiﬁed determinants of practice, with the ultimate aim of bringing about behaviour change (Michie
et al., 2011). Many implementation strategies working in
harmony are often required to implement a treatment successfully (Rudd et al., 2020). Of note, the terms implementation strategy and implementation intervention have a
variety of meanings in different contexts but are used interchangeably in this paper.
Within the ﬁeld of implementation science, there are
calls for better speciﬁcation and operationalisation of
implementation strategies, and the ﬁeld is also being
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challenged to better understand the intermediary in this
relationship, that is, the mechanism by which a particular
strategy may act on an implementation outcome (Lewis
et al., 2020; Lewis et al., 2018; Powell et al., 2019).
Hypothesised mechanisms of action are often not speciﬁed,
let alone tested (Powell et al., 2019). Those working in the
ﬁeld are being encouraged to attempt to understand ‘the
processes and mechanisms by which (implementation)
strategies exert their effects rather than simply establishing
whether or not they were effective’ (Powell et al., 2019), as
connecting implementation strategies to hypothesised
mechanisms of action can enhance understanding of
why, and for whom, such strategies are effective (Lewis
et al., 2020; Powell et al., 2019). By way of example, in
Table 1, we have listed the Cochrane EPOC group’s taxonomy of implementation strategies targeted at clinicians and
have extended this with examples from the literature of the
mechanisms thought to bring about behaviour change.

Existing reviews
Despite a recent upswing in interest in implementation
research in child psychology and psychiatry, there are
very few existing reviews of implementation strategies to
increase therapist use of parent training approaches in
usual care settings. Forgatch et al. (2013)’s review related
solely to the implementation of the Parent Management
Training-Oregon Model (PMTO) programme and illustrated
the process of implementing PMTO in three locations:
Norway, Michigan and Kansas. The review was narrative
rather than systematic and aimed to highlight important
inﬂuences on successful implementation, along with challenges. The authors wrote of the importance of ‘combin[ing]
the puzzle pieces, captur[ing] the key components, and
build[ing] a complete picture’ (p. 692) – a suggestion to
move the parent training implementation ﬁeld forward
through collaboration and integration. As applied to the
review context, this suggests a need to rigorously and systematically synthesise individual implementation studies.
However, this may need to occur through synthesising the
implementation literature relating to a speciﬁc programme,
as implementation strategies are ideally tailored to speciﬁc
treatments and contexts (Baker et al., 2015). A rigorous
and systematic review of the literature relating to an individual parent training intervention sets the scene for the ﬁeldwide collaboration that Forgatch et al. (2013) promote.
Also, a new look at the evidence is timely. Baumann
et al.’s (2015) review of four evidence-based manualised
programmes: Parent–Child Interaction Therapy, The
Incredible Years, Parent-Management Training-Oregon
Model (PMTO) and the Positive Parenting Programme
(Triple P) included articles published up to January 2013.
Their review assessed the extent to which implementation
strategies and implementation outcomes have been evaluated when integrating these parent training interventions
into usual care. At that time, the authors suggested that
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parent training research had been disproportionately
weighted towards effectiveness studies but was ‘poised’
to undertake more research into implementation strategies
(Baumann et al., 2015). Given that implementation,
science is a new and rapidly evolving ﬁeld, and the importance of tailoring interventions to speciﬁc treatments, an
up-to-date review of implementation strategies speciﬁc to
PCIT is particularly important.
The aim of this systematic review was to synthesise the
existing literature on implementation strategies designed to
increase clinician use of PCIT in the treatment of childhood
conduct problems. Speciﬁcally, we aimed to:
1. Describe the nature of implementation strategies used
and their constituent components according to items
from the Template for Intervention Description and
Replication (TIDieR) checklist (Hoffmann et al., 2014).
2. Examine the effectiveness of existing implementation
strategies to support the use of PCIT in the treatment
of childhood conduct problems.

Methods
Protocol and registration
The protocol for this systematic review was prospectively
registered on PROSPERO (01/10/2020; CRD42020207118)
and follows the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA; Page et al., 2021)
reporting guidelines.

Eligibility criteria
In keeping with the Cochrane Effective Practice and
Organisation of Care Group recommendations (Cochrane
Collaboration Effective Practice and Organisation of
Care (EPOC) Group, 2017b) we included randomised controlled trials, controlled clinical trials, interrupted time
series and controlled before and after trials. We included
English language studies published in a peer-reviewed
journal, peer-reviewed conference proceedings, and
research dissertations. Opinion papers, case series, case
reports/single case studies, and cross-sectional studies
were excluded.
We were interested in ‘real world’ delivery of PCIT, and
as such, we included implementation studies that related to
clinicians delivering PCIT to children and their parent(s) or
caregiver(s) in usual care settings, that is, university laboratories were excluded. No restriction was placed on the
modality of PCIT delivery (i.e. whether it was delivered
in a group, online or individually), or the nature of the
client group (PCIT with foster or adoptive parents, and
other caregivers were included; children could have
co-existing difﬁculties alongside conduct problems).
Studies of any intervention described as PCIT, regardless
of the age of the child, were included.
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Table 1. Examples and deﬁnitions of implementation strategies, and hypothesised mechanisms for action.
Example of behaviour change strategy
targeting clinician behaviour (Cochrane
Collaboration Effective Practice &
Organisation of Care (EPOC) Group,
2015)
Audit and feedback

Clinical incident reporting

Monitoring of the performance of the
delivery of healthcare
Communities of practice

Continuous quality improvement

Educational
• Games
• Materials
• Meetings
• Outreach visits or academic detailing
Inter-professional education
Clinical Practice Guidelines

Local consensus processes and/or local
opinion leaders

Managerial supervision

Patient-mediated interventions, including
routine patient-reported outcome
measures

Deﬁnition (adapted from (Cochrane
Collaboration Effective Practice &
Organisation of Care (EPOC) Group,
2015)

Hypothesised or possible mechanism(s)

Alters clinician awareness of their current
practice and clinical consequences of this;
alters clinician’s perceived social norms;
impacts self-efﬁcacy; draws clinician
attention to a particular group of tasks and
activities (Ivers et al., 2012).
A system for reporting critical incidents.
Organisational and individual learning from
the accumulated data, used to reduce
actual harm and potential harm
(Stavropoulou et al., 2015).
Monitoring of service provision by
Improves knowledge about performance,
healthcare organisations or individuals,
processes and results (Berwick et al.,
e.g. comparing with an external standard.
2003).
Groups or collectives of professionals with Knowledge generation and information
sharing, collective problem-solving,
a common interest who interact
reducing professional isolation,
regularly to deepen their knowledge or
development of practice aids
understanding in a particular area.
(Ranmuthugala et al., 2011).
An iterative process to evaluate, reﬁne and Shared valuing of clinical data for practice
improvement, collective change efﬁcacy
improve healthcare that may include
and/or the development of a population
analysis of a system or process, use of
health orientation (Schierhout et al.,
data analysis to evaluate changes, and/or
2013).
a structured problem-solving approach.
Improved awareness of best practice and/or
Continuing education for clinicians, that
new developments (O’Brien et al., 2007).
may involve seminars, workshops, online
Educational games may allow for ‘safe’
learning, personal outreach visits,
experimentation with problem-solving and
feedback on performance, educational
decision-making in a controlled learning
materials to support clinical care, or
environment, stimulating use of analytical
interactive learning with other
skills and reﬂective practice (Akl et al.,
healthcare clinicians.
2013).
Passive dissemination of scientiﬁc
Systematically and rigorously developed
information to improve practice via
(often printed) resources to aid
increased awareness, knowledge, skills and
healthcare clinician decision-making
changes in attitudes (Giguère et al., 2012).
around optimal healthcare for speciﬁc
clinical circumstances.
Promotion of good clinical practice through Opinion leaders (cf. ‘champions’, who are
the use of identiﬁed opinion leaders in
selected by management) are respected by
the local context, or a consensus
peers, and exert social inﬂuence to
agreement on a local process.
promote improved practice (Flodgren
et al., 2019).
Routine supervision by healthcare staff in a Mechanism likely to depend on context – for
management role.
example in low- and middle-income
countries, may serve to reduce
professional isolation and provide support
to clinicians, or line manage logistics and
ﬁnances around care provision
(Bosch-Capblanch et al., 2011).
Patient feedback may broaden information
Interventions which use information
available to the clinician and prompt
provided by/to patients and/or
improvement. Informed patients may be
interactions with patients to change
more actively involved in their care,
clinician performance.

A summary of clinical performance over a
period of time, may include
recommendations for clinical action,
provided via written, verbal or electronic
means.

(Continued)
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Table 1. (Continued)
Example of behaviour change strategy
targeting clinician behaviour (Cochrane
Collaboration Effective Practice &
Organisation of Care (EPOC) Group,
2015)

Public release of performance data

Reminders

Tailored interventions

Financial incentives
(Not an EPOC example, but often
included – for example, Dombrowski
et al. (2016))

Deﬁnition (adapted from (Cochrane
Collaboration Effective Practice &
Organisation of Care (EPOC) Group,
2015)

Hypothesised or possible mechanism(s)

alongside increased self-efﬁcacy and
self-care (refer Table 1 in Fønhus et al.,
2018 for a full description of possible
mechanisms and positive and adverse
effects).
Informed patients may select better
Written or electronic performance data,
performing clinicians, perhaps providing an
released to inform the public about
indirect stimulus or incentive for quality
healthcare clinicians.
improvement (Metcalfe et al., 2018).
Serve as prompts for clinicians to recall
Interventions (manual or computerised)
known information, and/or present
which involve prompting clinicians to
information in a more comprehensible
perform a particular behaviour, for
format (Pantoja et al., 2019).
example, during a consultation.
Interventions to change practice which are The implementation strategy is deliberately
chosen to address speciﬁc pre-identiﬁed
based on an assessment of barriers to
barriers or obstacles in a particular
change.
context or setting (Baker et al., 2015).
Extrinsic source of motivation, conditional
Interventions which involve providing a
on performing a particular behaviour or
monetary reward to clinicians for a
set of behaviours, though may
particular time period; service, episode
inadvertently reduce intrinsic motivation
or visit; for providing care for a
(Flodgren et al., 2011).
particular population group; a change in
activity or quality of care – with the aim
of increasing the quality and efﬁciency of
care (Flodgren et al., 2011).

Trials could involve health professionals from any professional discipline. Implementation interventions across
any and all of the patient, clinician, clinic, system or
policy domains were included.

Outcomes
Proctor et al. (2011) suggested a taxonomy of implementation outcomes including adoption, feasibility, appropriateness, ﬁdelity, penetration, acceptability, sustainability, and
costs of the implementation intervention. Our primary
outcome of interest was clinician adoption of PCIT 6
months after the implementation intervention. The time
period of 6 months was chosen, as we wanted to see a sustained response from any intervention, while maintaining a
pragmatic lens, as we are aware that many trials do not
measure outcomes beyond this point. Where studies had
multiple time points that were 6 months or beyond, we
were interested in the time point that was closest to 6
months. We understood adoption to refer to the ‘intention,
initial decision or action to try or employ an innovation or
evidence-based practice’ (Proctor et al., 2011, p. 69).
Adoption is variously known as uptake, utilisation, initial
implementation and intention to try (Proctor et al., 2011).

Adoption data is drawn from a variety of sources, which
may include administrative data (e.g. a mental health
service database record), observation (e.g. of practitioner
behaviour), survey or semi-structured interviews with stakeholders (Proctor et al., 2011). Attempts to ascertain the
validity and reliability of psychometric measures of adoption have been undertaken (e.g. Lewis et al., 2015), though
as yet, there is not one inventory or instrument that is
widely used or understood to represent best practice in
the assessment of adoption. Indeed, practitioner-report
surveys of adoption of evidence-based practices are typically study-speciﬁc (Beidas & Kendall, 2014). Surveys
are also typically dichotomous (i.e. the practitioner did or
did not adopt the particular practice). It has been suggested
that this approach is overly simplistic, and that the quality
of adoption is as important as the quantity of adoption
(Beidas & Kendall, 2014). While acknowledging these
concerns, our primary outcome will be a participant (at
any level – practitioner, clinic or system) self-reported
dichotomous adoption of PCIT. Other measures of adoption will also be reported.
Secondary outcomes included acceptability, appropriateness and feasibility, as these are thought to be particularly inﬂuential on clinician adoption or uptake (Lewis
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et al., 2015). Acceptability to service users is an important
consideration but for the purposes of this review, we are
particularly interested in acceptability to clinicians. We
understood acceptability to refer to the palatability of
PCIT to clinicians, or the extent to which it is satisfactory
or acceptable (Proctor et al., 2011). Acceptability is often
assessed by semi-structured interviews or questionnaires,
and, importantly, is considered to be dynamic, with the
potential to change according to a clinician’s experience
(Proctor et al., 2011). Appropriateness, also often measured by rating scales or interviews, is conceptually
similar, though related more to clinicians’ perception that
PCIT is relevant or a ‘good ﬁt’ for their context (Proctor
et al., 2011). Finally, feasibility may be deﬁned as the
extent to which PCIT can be fruitfully utilised within a particular agency or service (Proctor et al., 2011).
We were interested in identifying and recording any
implementation theories, models or frameworks described
by study authors, and any mechanisms by which the implementation intervention was hypothesised to act. Material
costs associated with implementation interventions were
also included in our review, along with any reported
adverse or undesirable effects of implementation strategies.

Information sources and searching methods
We searched Cochrane Central Register of Controlled
Trials (CENTRAL; latest issue), MEDLINE Ovid,
PsycInfo Ovid, Embase Ovid, CINAHL (Cumulative
Index to Nursing and Allied Health Literature) EBSCO,
Science Citation Index and Social Sciences Citation
Index, and Web of Science Core Collection from the
date of database inception to 10th October 2020. We also
screened
ClinicalTrials.gov, the
World
Health
Organisation’s International Clinical Trials Registry
Platform (ICTRP) and ISRCTN, and the Australian and
New Zealand Clinical Trials Registry. A specialist librarian
was consulted in the process of determining speciﬁc search
strings for each database, and these are available from the
ﬁrst author. They typically involved the phrase ‘parent
child interact* therap*.mp’ or similar (i.e. adapted for the
speciﬁc database context). We made the decision to
utilise a broader search, and manually search results for
relevant studies, as the number of results was manageable.
We manually reviewed the reference lists of included
studies and relevant reviews and carried out cited reference
searches for all included studies in ISI web of knowledge.
We also searched the Cochrane Database of Systematic
Reviews and Google Scholar for related systematic
reviews to identify additional studies and wrote to
experts in the ﬁeld to ask for relevant studies.

Selection of studies and data extraction
All titles and abstracts identiﬁed by electronic searching
were downloaded to Endnote X9 and duplicates
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removed. Two review team members (MW and HK (see
Acknowledgements)) each screened all retrieved titles
and abstracts independently of each other. Where studies
appeared to meet inclusion criteria, or where there was
any uncertainty, full-text study reports were obtained.
Consensus was achieved through discussion between
MW and HK, along with SM and SH. Full-text articles
were reviewed by MW, SM and SH.

Data collection and analysis
Data extraction and quality assessment. Extraction criteria
were developed by the research team based on the key
aims of the research. We used a modiﬁed version of the
Cochrane EPOC Group data collection form (Cochrane
Collaboration’s Effective Practice and Organisation of
Care (EPOC) Group, 2017a), adapted to reﬂect the characteristics of our study and outcomes of interest. For
example, we extracted data relating to whether studies
described any identiﬁed barriers to be addressed by the
intervention(s), and whether any theories, models or frameworks were cited as a basis for implementation intervention development. We piloted this form on one study,
prior to formal use. Two review authors (MW and SM)
then, independently of each other, extracted study characteristics and outcomes according to those speciﬁed in the
protocol, from the included studies and entered the data
into Microsoft Excel. Disagreements were resolved by discussion and consensus.
Assessment of risk of bias in individual included studies. Two
review authors (MW and SH) independently assessed risk
of bias for each study, using the criteria outlined in Section
8.5 of the Cochrane Handbook for Systematic Reviews of
Interventions (Higgins et al., 2020), which covers random
sequence generation, allocation concealment, blinding of
participants and personnel and outcome assessment,
incomplete outcome data (e.g. dropouts and withdrawals)
and selective outcome reporting. For non-randomised
studies, we used the ROBINS-I (‘Risk Of Bias In
Non-randomised Studies – of Interventions’) (Sterne
et al., 2016), which is a tool for assessing risk of bias relating to studies that did not use randomisation to allocate to
groups. Disagreements were resolved by discussion and
consensus.

Data synthesis
It had been intended that if there were sufﬁcient data, and
included studies were sufﬁciently comparable, we would
have undertaken a meta-analysis using the random
effects model with 95% conﬁdence intervals. Details of
the planned parameters are available in the protocol or
from the ﬁrst author. Unfortunately, meta-analysis was
not possible, and as outlined in the protocol, we have consequently provided a narrative synthesis of outcomes.
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Results
Article selection
The search was run on 10 October 2020. The article selection and screening process is outlined in the PRISMA ﬂow
diagram (Figure 1). The search yielded 2150 results and
after duplicates were removed, 769 abstracts were manually and independently reviewed by MW and HK. Full
texts of 17 papers were retrieved, and reviewed by MW,
SH and SM. A total of 13 papers relating to three studies
were included (Table 2).

Article characteristics
Type and quality of articles. Articles were published
between 2003 and 2020 and described studies that ran
between 2000 and 2017. Two of the three included
studies were led by the same author (Herschell et al.,
2015; Herschell et al., 2009). Herschell et al. (2009)
described a parallel-group (two-arm), controlled and nonrandomised trial. The authors described randomisation as
being pragmatically challenging, with descriptions of
random assignment to groups not being possible ‘due to
contractual agreements and community relationships’
(Herschell et al., 2009, p. 65). Funderburk et al. (2015)
described a stepped wedge design, with random assignment by the clinic to a position in the implementation
sequence. Herschell et al. (2015) described a parallel-group
(three-arm) randomised controlled trial.
The control condition in all included studies involved an
active comparator of some kind, typically training-as-usual.
Even where distance education/online training acted as the
control (Herschell et al., 2015), participants in this condition

Figure 1. PRISMA ﬂow diagram.
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received phone consultations with a trainer, consistent with
the other conditions.
The overall risk of bias for Herschell et al. (2015) was
not fully assessed, as the primary outcomes had not been
reported at the time of writing. However, based on the protocol, there appears to have been adequate sequence generation, that is, risk of bias in this domain is likely to be low
(SAS was used ‘to write a routine for the randomization’,
p. 5); allocation concealment was unclear; and blinding
of participants was not possible, so risk of bias in this
domain may be high. As this is a cluster randomised controlled trial with randomisation at the county level, analysis
ought to be at the cluster level (rather than individual) and
measures at this level are not described in the protocol.
Risk of bias was assessed as high for Funderburk et al.
(2015), partly as a result of unclear reporting. As Herschell
et al. (2009) was not randomised, the ROBINS-I tool was
employed (Sterne et al., 2016) and risk of bias was assessed
as moderate. Refer to Supplemental Material for supporting
material for these conclusions.
Types of settings and participants. All studies were carried
out in the USA: speciﬁcally, in licensed psychiatric outpatient clinics in Pennsylvania (Herschell et al., 2015),
Washington and Oklahoma-based state-run community
mental health centres, tribal social services, communitybased or church-afﬁliated not-for-proﬁt services, and forproﬁt providers (Funderburk et al., 2015) and
California-based agencies specialising in the treatment of
children with histories of maltreatment (Herschell et al.,
2009).
In order to participate in the research, agencies where
participating clinicians were based were required to be in
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Table 2. Summary of included studies.
Protocol
1

2 Funderburk et al. (2011) Trial protocol
(NCT01294488) Using technology to
augment the implementation and
effectiveness of PCIT

3 1. State wide trial to compare three training
models for implementing an
evidence-based treatment (NCT02543359;
Herschell; ClinicalTrials.gov)
2. Herschell, A. D., Kolko, D. J., Scudder, A. T.,
Taber-Thomas, S., Schaffner, K. F., Hiegel,
S. A., … Mrozowski, S. (2015). Protocol for
a statewide randomized controlled trial to
compare three training models for
implementing an evidence-based treatment.
Implementation Science, 10(1), 1–16.

Primary publication(s)

Secondary publications

Herschell (2003) Evaluation of techniques Herschell, A. D., McNeil, C. B., Urquiza, A. J.,
McGrath, J. M., Zebell, N. M., Timmer, S. G., &
for disseminating PCIT (PhD
Porter, A. (2009). Evaluation of a treatment
dissertation)
manual and workshops for disseminating,
parent–child interaction therapy.
Administration and Policy in Mental Health and
Mental Health Services Research, 36(1), 63-81.
Nelson, M. M., Shanley, J. R., Funderburk, B. W.,
Funderburk, B., Chafﬁn, M., Bard, E.,
& Bard, E. (2012). Therapists’ attitudes
Shanley, J., Bard, D., & Berliner,
toward evidence-based practices and
L. (2015). Comparing Client Outcomes
implementation of parent–child interaction
for Two Evidence-Based Treatment
therapy. Child Maltreatment, 17(1), 47–55.
Consultation Strategies. Journal of
Clinical Child & Adolescent Psychology,
44(5), 730-741.
1. Scudder, A. T., Taber-Thomas, S. M.,
Schaffner, K., Pemberton, J. R., Hunter, L.,
& Herschell, A. D. (2017). A mixed-methods
study of system-level sustainability of
evidence-based practices in 12 large-scale
implementation initiatives. Health research
policy and systems, 15(1), 1–13.
2. Jackson, C. B., Herschell, A. D., Schaffner,
K. F., Turiano, N. A., & McNeil,
C. B. (2017). Training community-based
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a position to fund site preparation costs (Herschell et al.,
2015); have existing funding for PCIT implementation, a
commitment to providing all resources required for a
PCIT programme including an adequate referral stream
(Funderburk et al., 2015) or have expressed willingness
to provide PCIT through a requirement to apply to participate (Herschell et al., 2009).
Participating clinicians’ qualiﬁcations were typically
consistent with PCIT International’s requirement for
PCIT trainees, namely licensed mental health clinicians
with a Master’s degree or higher.

Types of implementation interventions
Implementation interventions all concentrated on training
and training-related consultation methods. A detailed
account of the components of the three studies’ implementation interventions is provided in the Supplemental
Material, described according to the Template for
Intervention Description and Replication (TIDieR) checklist (Hoffmann et al., 2014).
In summary, Herschell et al. (2009) had two conditions,
didactic and experiential. On the ﬁrst day of the PCIT training workshop, all participants received the same training
experience: information was presented didactically,
through video and live modelling, with no opportunity to
practice skills. On the second day, both groups received
the same content, but the experiential group ‘participated
in role-plays, individually practiced coding videotapes,
and received frequent, individualized feedback on their
performance’ and the didactic group ‘reviewed client
session videotapes, discussed PCIT skills, and coded
videotapes as a group’ – with no practice or feedback.
Funderburk et al. (2015) involved two post-training
consultation conditions, telephone consultation and live
video consultation. Telephone consultation included an
average of six therapists per call and was led remotely by
a PCIT expert. Calls involved collecting data from therapists on client outcomes, then discussing individual cases
‘with an emphasis on reinforcing proper PCIT technique,
offering examples for case-speciﬁc tailoring, tracking progress, and setting the agenda’ (p. 734). In the live video
consultation condition, the PCIT consultant joined client
sessions in real time via a remote link. This allowed for
direct observation, listening to therapist coaching, communication back and forth with the therapist, and (very rarely)
the PCIT consultant taking over coaching of a client in
order to model skills to the therapist.
Herschell et al. (2015) involved three training conditions: a cascading model (also known as ‘train the
trainer’), a learning collaborative, and distance education.
In the cascading model condition, participants undertook
a 40-h initial face-to-face training, an advanced 16-h training 6 months later, and fortnightly contact with a trainer for
12 months (this represents a typical or standard PCIT training). In the learning collaborative condition, which
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involved four representatives from each clinic (a ‘core
team’ of an administrator, supervisor and two clinicians),
participants undertook a three-phase process: (1) A
pre-work phase including readings, material review, conference calls (2) learning sessions – three 2-day meetings
over a nine-month period and (3) Action periods. In the
distance education condition, participants completed an
online training, which took approximately 10 h to complete and received phone consultations with a trainer, consistent with other conditions.
Descriptions of mechanisms of action of implementation
strategies. Implementation theories, models or frameworks
that formed the foundation of the implementation intervention were relatively poorly reported across the three
studies. Hypothesised mechanisms of action of the implementation strategies incorporated in the intervention were
also often not stated. Funderburk et al. (2015) identiﬁed
speciﬁc barriers to be addressed, namely post-training
drift/poor ﬁdelity; and poor transferability of traditional
training models from university to community settings,
but did not specify an implementation model, or hypothesized mechanism of action. Herschell et al. (2015) referenced the Training Transfer Conceptual Model (Ford &
Weissbein, 1997) and the draft model of implementation
research (Proctor et al., 2009). The authors did not make
reference to speciﬁc hypothesised mechanisms of action.
Implementation outcomes. Herschell et al. (2009) assessed
clinician skill acquisition, knowledge gain, satisfaction
with training and training integrity. They found that the
training conditions they tested (i.e. didactic and experiential) were equally effective in increasing clinician knowledge and skills (as assessed at the end of the ﬁnal day of
training), and in terms of clinician satisfaction. Simply
reading a treatment manual was found to be useful, but
insufﬁcient to result in sustained increases in clinician
knowledge and skills (Herschell et al., 2009). The
authors also explored clinician characteristics ‘potentially
associated with successful [evidence-based treatment]
adoption’ at the end of the second day of training (the
ﬁnal assessment point) but cautioned that their modest
sample size undermined their ﬁndings in this area.
The Funderburk (2011) study protocol suggested that
they intended to examine ‘practitioner ﬁdelity and competency in implementing PCIT [and] practitioner acceptance
and satisfaction with PCIT’ alongside client/family outcomes. Funderburk et al. (2015) primarily reported client
outcomes rather than implementation outcomes and
found that child behaviour problems fell ‘from well
above to below clinical cut off values’ (p. 730), with
greater improvements in the group where the therapist
was supported by increased rates of the live video consultation. The dose of telephone consultation appeared to have
had no effect on child outcomes. Of interest to our review,
the authors discussed the material cost of the two
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interventions, noting that live video consults didn’t incur
the same opportunity cost as phone calls as therapists
were seeing the client at the time, whereas phone consults
required taking time away from clients. They calculated the
hypothetical per-case cost differential at $200USD
(p. 738).
Herschell et al. (2015)’s primary outcome paper was
under review at the time of writing (A. Herschell, personal
communication) and therefore unavailable. The results
from this study will be particularly informative, given
that both implementation outcomes (including outcomes
of particular interest to our review – adoption, feasibility,
acceptability and cost) and client outcomes are being
assessed up to 12 months post-training.

Discussion
Overall, the studies identiﬁed in this systematic review of
PCIT implementation interventions were modest in
number (three). Strengths included the ‘real world’
context within which studies were based, and the detailed
examination of characteristics associated with successful
training and post-training consultation methods.
Implementation outcomes have not yet been published
from one large study (Herschell et al., 2015), were not directly reported in another (Funderburk et al., 2015) or were
limited to those assessed at the end of the ﬁnal day of training and not upon the clinicians’ return to their treatment
delivery context (Herschell et al., 2009).
In recent years, there has been increasing recognition of
the importance of describing mechanisms of action of
implementation strategies. However, mechanisms tended
not to feature prominently in the design of these studies,
which in some cases were carried out some time ago.
Robust training of clinicians in a particular treatment
approach is often a necessary pre-condition for successful
implementation in a clinical context and warrants research
attention (Frank et al., 2020). Training serves an important
role – it may increase clinician knowledge and satisfaction
with an approach (Valenstein-Mah et al., 2020). However,
it remains unclear whether and how training results in
enhanced delivery of treatments by clinicians, and better
outcomes for clients (Valenstein-Mah et al., 2020).
Future research into training ought to seek to understand
mechanisms by which training does (or does not) result
in clinician behaviour change as it relates to adoption
and sustainment, along with how other contextual factors
(such as organisational context) inter-relate with training
experiences to result in adoption (Frank et al., 2020). As
an example of a description of a hypothesised mechanism,
training and training-related consultation are thought to
impact implementation behaviour by way of expert modelling/rehearsal of skills, problem-solving, improving
engagement and motivation, therapist accountability, adaptation or tailoring to improve ﬁt, planning for sustainability
of the treatment (Motamedi et al., 2021). Herschell et al.

Implementation Research and Practice
(2009) justiﬁably note that several limitations in the
design and execution of their study were a result of its
‘real world’ nature, ‘which is both a strength and weakness
of the current study … (there is a) need to balance rigor
with relevance in dissemination and implementation
studies, which leads to necessary compromises at all
levels’ (p. 77). Indeed, while researchers may be aware
of the importance of testing hypothesised mechanisms of
action, factors outside of researchers’ control, for
example, contractual agreements and/or community relationships, can inﬂuence the design and execution of an
implementation study (Herschell et al., 2009).
There was an emphasis in all included studies on training as an implementation strategy. Funderburk et al. (2015)
importantly observed that post-training drift (i.e. poor
ﬁdelity to the treatment protocol) and poor transferability
of traditional training models from university to community settings are challenges facing the ﬁeld. But across
the three studies, there does not appear to have been a systematic assessment of barriers to implementation of PCIT
in the particular context (ideally in partnership with stakeholders, including clinicians), followed by a deliberate
selection of implementation strategies to address the speciﬁc barriers in the setting. Considering clinician perspectives is particularly relevant to the delivery of
evidence-based interventions (Motamedi et al., 2021). In
a recent mixed-methods study, the majority of implementation strategies perceived by child therapists as essential
for sustained delivery of interventions (connection to a
community of trained therapists, ongoing consultation
and supervision, availability of internal supervisors
trained in the intervention) were indeed signiﬁcantly associated with the use of evidence-based practices, while only
one (access to intervention-related resources or materials)
was not (Motamedi et al., 2021). It is apparent that comprehensive consultation is required with those charged with
PCIT implementation (i.e. clinicians) to better understand
barriers, and shape and prioritise implementation interventions to address these.
Also, while the included studies ostensibly explored
training and training-related consultation as implementation strategies, their intervention often had other – potentially very inﬂuential – components. For example,
inclusion criteria for participating agencies typically
required that the agency had PCIT equipment in place
and a commitment to a suitable referral stream (e.g.
Funderburk et al., 2015), which meant some of the more
common barriers which may be faced by PCIT clinicians
downstream, such as having an appropriate client ﬂow
and installing the equipment needed, were pre-emptively
addressed (Barnett et al., 2021; Woodﬁeld et al., 2020).
It may have been useful to consider this as an implementation strategy in and of itself. Though it is likely that the
authors intentionally addressed logistical or practical barriers in order to examine the impact of training conditions
alone and minimise confounding factors.
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Within the ﬁeld of implementation science, there is a
need for increased consistency in relation to the terms
used and their deﬁnitions, as overlapping and variable
use of terms is common and problematic (Lewis et al.,
2020). Mechanisms may be referred to as mediators, and
determinants or barriers as outcomes – for example, poor
ﬁdelity was highlighted as a barrier to be addressed by
the implementation intervention in studies included in
this review and is also an implementation outcome
(Proctor et al., 2011). We share the call by Lewis et al.
(2020) for increased clarity in distinctions between determinants, strategies and outcomes. Finally, different implementation outcomes are relevant at different stages of an
implementation process, with factors inﬂuencing the sustainment of an intervention likely to be different from
those inﬂuencing its initial adoption (Shoesmith et al.,
2021). While adoption is, by deﬁnition, necessary for sustainment, few would deﬁne a successful implementation as
one which simply results in the initial adoption of an intervention without any sustained use. A decline in the use of
evidence-based practices such as PCIT following implementation is often described, but not well understood
(Birken et al., 2020). Yet apart from Herschell et al.
(2015)’s study, the outcomes of which are yet to be published, there are no data on implementation outcomes
after the PCIT training period. As such, while these are
valiant and important studies, more work is required to
better understand downstream (i.e. post-training) inﬂuences and processes.

Limitations
We limited our search to publications in English only and
did not search the grey literature. It is possible that relevant
publications may have been missed with these search parameters. The studies included in this review were relatively
homogeneous, in that they were all conducted in the USA,
and did not include speciﬁc consideration of the needs of
minority groups such as Indigenous clinicians. The
review resulted in a modest, and heterogeneous pool of
included studies. This is a key limitation to any conclusions that can be drawn relating to PCIT implementation
interventions. Also of note, one researcher (Dr Amy
Herschell) was involved in the design and execution of
two of the three included studies, which introduces the possibility that effects may be associated with her considerable
expertise, rather than the implementation interventions
themselves. This may also limit the generalisability of
the ﬁndings of this review.
The process of conducting a systematic review requires
one primary outcome to be identiﬁed, for the purposes of
data analysis. We elected to use adoption as a primary
outcome, and this decision may warrant further exploration. As stated earlier, it has been suggested that the
quality of adoption is as important as the quantity of adoption (Beidas & Kendall, 2014). Also, implementation
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outcomes are known to be inter-related, with some outcomes even thought to be predictive of others. For
example, acceptability, feasibility and appropriateness of
the intervention being implemented may predict adoption
by clinicians (Proctor et al., 2011).

Conclusion
In summary, while the methodology of studies is increasingly robust, and there has been an increase in
implementation-related PCIT research in the past decade,
it is clear that the focus remains on training and
training-related consultation as implementation strategies,
with increases in clinician knowledge and/or skills, and
acceptability or satisfaction of the training itself as implementation outcomes. The stage is set for consideration of
how best to intervene to sustain clinician use of PCIT in
community settings post-training.
PCIT has a compelling evidence-base, and the potential
to effectively treat childhood conduct problems – a relatively commonly occurring and potentially debilitating
condition. However sustainably embedding evidencebased interventions such as PCIT in usual care environments requires thoughtful and deliberate effort, and
rarely occurs naturally (Shelton et al., 2020). Existing
PCIT implementation initiatives have focussed on training
and training-related consultation strategies and the stage is
set for implementation interventions that attempt to
improve sustainment and even attempt ‘re-implementation’
where implementation has failed or fallen short in realworld settings. This process ought to involve pre-identiﬁed
barriers identiﬁed in partnership with stakeholders, and set
out to test speciﬁc mechanisms of action, to not only understand what works in implementation interventions, but why
and how.
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